She was admitted to hospital in 1979 to evaluate her progressively limited exercise capacity. On examination she was a thin girl, 144 cm in height and 29 kg in weight. Her lips were mildly cyanosed. The peripheral pulses were normal and peripheral oedema was not present. Her blood pressure was 115/80 mmHg, with a heart rate of 80 beats per minute. The first sound was closely split. A grade 4/6 rough midsystolic murmur was audible in the second intercostal space at the left sternal border. In addition, a grade 3 protodiastolic murmur was heard best in the third intercostal space. The second heart sound was split. These findings were confirmed by phonocardiography.
The appearance of the valves can vary from a simple muscle bar to a fenestrated membrane or to a Chiari's network. These variations have been described extensively by Kauffman She was admitted to hospital in 1979 to evaluate her progressively limited exercise capacity. On examination she was a thin girl, 144 cm in height and 29 kg in weight. Her lips were mildly cyanosed. The peripheral pulses were normal and peripheral oedema was not present. Her blood pressure was 115/80 mmHg, with a heart rate of 80 beats per minute. The first sound was closely split. A grade 4/6 rough midsystolic murmur was audible in the second intercostal space at the left sternal border. In addition, a grade 3 protodiastolic murmur was heard best in the third intercostal space. The second heart sound was split. These findings were confirmed by phonocardiography.
Chest x-ray film showed normal heart size, with dilatation of the pulmonary conus. Electrocardiography showed a PR interval of 0*18 second and evidence of right atrial and ventricular hypertrophy.
The M-mode echocardiogram, performed with the Echocardio Visor single element, showed multiple "blurred" echoes in diastole posterior to the anterior leaflet of the tricuspid valve (Fig. 1A) . These echoes were also seen in the right ventricular outflow tract. There was no interval between the tricuspid valve opening and the appearance of these "blurred" echoes. At the level of the pulmonary valve a discrete echo structure lying anterior to the valve was detected. This echo structure moved posteriorly with the onset of systole, shortly after the opening of the pulmonary valve (Fig. IB, see arrow) .
When the heart was examined with a dynamically focused Multiscan system,7 an abnormal thin walled Gussenhoven, Essed, Bos soft tumour could be seen attached to the inner surface of the right atrium. As seen by the four chamber view, this tumour entered the right ventricle during diastole. Using the sagittal right ventricular outflow tract view, multiple echoes were seen crossing the pulmonary valve during systole ( Fig. 2A) .
Haemodynamic studies disclosed an increased right ventricular pressure of 70 mmHg (50 mmHg in 1975). Pulmonary regurgitation of 27 per cent, measured with a flow velocity probe, was present. No intracardiac shunts were detected. An angiogram of the pulmonary artery showed filling of the pulmonary artery and right ventricular outflow tract. In addition, a pendular structure of low density could be seen moving up and down in the right ventricle (Fig. 2B) At operation a large membrane representing a persistent right sinus venosus valve was found and resected. The pulmonary valve was normal. The white finger-like membrane measured 7 by 3 cm. Three broad-stalked cut edges were recognised; they were fenestrated, as were the free edges between them. Histological examination showed that the membrane consisted of a collagenous connective tissue covered by thin endocardium.
Discussion
The appearances of a persistent right sinus venosus valve vary considerably. Usually a simple muscle bar is present, as large membranes are rare. Associated abnormalities, such as hypoplasia or atresia of the tricuspid and or pulmonary valve, are also rare.
This report illustrates the clinical and echocardiographic features of a persistent right sinus venosus valve without associated cardiac anomalies.
The M-mode echocardiographic features of a persistence of the right sinus venosus valve seen in a newborn infant have been reported on only one occasion.6 These features, as with those obtained in patients with right atrial myxoma, appear as a cloud of echoes penetrating the right ventricle during diastole.
Usually these echoes appear posterior to the anterior leaflet of the tricuspid valve. There is a slight time interval between the opening of the valve and the prolapse of the tumour into the tricuspid valve orifice. In our patient, however, this interval could not be recorded on M-mode echocardiography. Moreover, the cloud of echoes was not only present in the tricuspid valve orifice, but also appeared in the right ventricular outflow tract. The tumour was also seen passing the pulmonary valve as, in diastole, a single echo structure was present anterior to the pulmonary valve, which moved posteriorly shortly after its opening.
The real-time two dimensional four chamber view clearly showed a thin walled tumour attached to the inner surface of the right atrial wall. It 
